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What is Accountable Care?

• Bear financial risk for the measured health of a population

• Align incentives to encourage the production of high quality health outcomes

• Oversee the provision of clinical care

• Coordinate the provision of care across the continuum of 

health services

• Invest in and learn to use appropriate IT to manage 

population health

• Improve the individual experience of care

• Improve population health

• Reduce the cost of health care for 

populations

Processes

Outcomes

Structure



A healthcare organization 

practicing Shared Accountability

…accepts responsibility for the quality, cost, and overall 

care of a defined population.

Accountability is Shared amongst hospitals, physicians, 

patients, and payers. 
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Re-aligning Incentives
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Define and Create Risk Bearing Entity

Execute Comprehensive Risk 

Contracts with Payers

Roll out Physician Performance 

Payment Model across the system

Beta Test Physician 

Performance Pmt Model

Execute Strategies for Personalized Primary Care

Execute Strategies for Medical Technology 

Execute Strategies for Shared Decision Making

Execute Strategies for Health Promotion & Wellness

Execute Strategies for Benefit Design 

Execute Strategies for Patient Education & Health Literacy
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Clinical Programs & Services develop & implement evidence-based standards of care

Develop and implement strategies for Care Management

Develop and implement strategies for Utilization Management

Shared Accountability High Level Timeline                                                                    

Triple Aim -

Improved:

�Experience

�Population 

Health

�Cost 



Making a Difference

“I called a 56 year old Medicaid member – a single mom with a 
teenage son. She has Type 2 Diabetes, and when I met her , her a1c 
was 11.6 % in April 2013. Now it is 6.8 % as of the end of July 2013. 
She was able to get off her daily insulin and now she is on only oral 
medications. I got her into a clinic quickly since it was so high and she 
was miserable, couldn’t get out of bed, had blurry vision and 
overwhelming fatigue. She has lost weight and her blood pressure is 
now stable. She is now on a statin for her cholesterol. She has become 
more active, sleeps better and has her stress under control, she says it 
is all because of my coaching and calls. She got her Master’s degree in 
Social Work and she has to take her licensure exam before she can get 
a job, but she has been too ill to study prior to now. The best part 
about this is that now that her health has improved , she will be able 
to study for her exam and get a good paying job. She apparently went 
into debt going thru school, but she is very motivated, I think she will 
definitely succeed in the future.”


